UNI TED STATES DEPARTMENT OF THE | NTERI OR
BUREAU OF SAFETY AND ENVI RONMENTAL ENFORCEMENT
GULF OF MEXI CO REG ON

ACCIDENT INVESTIGATION REPORT

For Public Release

1. OCCURRED [ | STRUCTURAL DAMVAGE
DATE: 17-FEB-2020 TIME: 0800 HOURS [ X| CRANE
) OTHER LI FTI NG
2. OPERATOR: Fi el dwood Ener gy LLC | DAMAGEDY DI SABLED SAFETY SYS.
REPRESENTATI VE: :| NCI DENT >$25K
TELEPHONE: i H2S/ 15M N. / 20PPM
CONTRACTOR: Warrior Energy Services | _|REQUI RED MUSTER
REPRESENTATI VE: |_|SHUTDOWN FROM GAS RELEASE
TEL EPHONE: | |OTHER

3. OPERATOR/ CONTRACTOR REPRESENTATI VE/ SUPERVI SOR 8. OPERATI ON:
ON SI TE AT TI ME OF | NCI DENT:

] PRODUCTI ON
4. LEASE: (02592 u \?qucl_){/gg
AREA: SM | COVPLETI ON
BLOCK: 149 | HELI COPTER
| MOTOR VESSEL
5. PLATFORM D | PI PELI NE SEGVENT NO
RI G NAME: [X] OTHER  Conduct or Repair
6. ACTIVITY: ] EXPLORATI ON( PCE)
DEVEL OPMENT/ PRODUCTI ON 9. CAUSE:
( DOCD/ POD)
7. TYPE: _
| IR ES; R HOWN ERROR
B OPERATOR CONTRACTOR ™1 SLI P/ TRI P/ FALL
[X] REQUI RED EVACUATI ON 0 1 WEATHER RELATED
| LTA (1-3 days) | LEAK
| LTA (>3 days) | UPSET H20 TREATI NG
| RWJT (1-3 days) | OVERBOARD DRI LLI NG FLUI D
RWJT (>3 days) | OTHER
| | FATALI TY
11. DI STANCE FROM SHORE: 87 M.
POLLUTI ON
Fl RE 12. W ND DI RECTI ON:
EXPLCSI ON
LVWC ] HI STORI C BLOWOUT 13. CURRENT DI RECTI ON:
UNDERGROUND SPEED:
SURFACE
I:l DEVERTER 14. SEA STATE:

[[] SURFACE EQUI PVENT FAI LURE OR PROCEDURES 15. Pl CTURES TAKEN:
COLISION  [JHSTORIC []>$25K  []<=$25k 16. STATEMENT TAKEN:
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17. |1 NVESTI GATI ON FI NDI NGS: For Public Release

At 07:55 hours on 17 February 2020, a Warrior Energy Service (WES) Electric Line (E/L)
Hel per sustained a foot injury during plug and abandonnment (P&A) operations on a

Fi el dwood Energy LLC (Fi el dwood) platformat the surface location of South Marsh
Island (SM Block 149D. The incident involved a 1.25-inch tubular falling through the
single joint elevators while being hoisted by a platformcrane. The tubular struck
the E/L Hel per on the right foot. The E/L Hel per was evacuated fromthe facility for
a medi cal evaluation. During the nedical evaluation, the physician identified

brui sing on the right foot and rel eased the WES enpl oyee to regular work duty. At

10: 48 hours on 17 February 2020, Fieldwod verbally reported the incident to the
Bureau of Safety and Environmental Enforcenent (BSEE) Lafayette District.

On 17 February 2020, a WES E/L Qperator latched a joint of 1.25-inch pipe, that was
hori zontal ly positioned in the pipe rack, to a set of single joint pipe elevators.
The platformcrane lifted the 1.25-inch pipe and a WES E/L Hel per tailed the tubul ar
with a piece of rope. As one end of the tubular lifted vertically, the tubular

sli pped through the closed elevators and fell back bouncing of f the pipe rack and

l anding on the top of the E/L Helper’'s right foot. The incident caused swelling on
the victins right foot.

At 08:00 hours on 18 February 2020, the WES E/L Hel per evacuated fromthe platformto
Pelican State Qutpatient (PSO in Harahan, Louisiana for nmedical evaluation. A

physi cian found no fractures, just bruising to the right foot. A PSO physician

rel eased the WES enpl oyee to regul ar work duty.

WES' s post incident Root Cause Analysis Report revealed the tubular elevators arrived
at the wellsite pre-dressed fromthe provider with the wong sized el evator dies and
with the elevator “C’ plate installed upside down.

The on-site P&A crew was unaware the elevators were dressed incorrectly for 1.5-inch
pi pe operations as opposed to the required 1.25-inch pipe operations. Typically, crew
menbers can qui ckly check the intended size by observing the size stanmp on the “C
plate. However, with the elevator “C’ plate installed upside down, the elevator die
size stanp was not viewable as assenbled. The on-site P&A crew did not effectively
verify the elevators were conpatible with the tubular prior to use

18. LI ST THE PROBABLE CAUSE(S) OF ACCI DENT:

The BSEE incident investigation teamdeterm ned that the probabl e cause of the
i nci dent was using inproper equipnent for the job. The crew used tubular elevators
dressed for 1.5-inch tubular instead of being dressed for 1.25-inch tubul ar

19. LI ST THE CONTRI BUTI NG CAUSE(S) OF ACCI DENT:

BSEE' s post investigation into this incident revealed the follow ng contributing
causes: 1) the elevators were pre-equi pped for the wong size pipe scheduled for the
job; 2) inadequate pre-job planning for the deternination of the correct elevator
dies; 3) the “C’" plate was incorrectly installed that masked the 1.5-inch size stanp
on the “C’ plate that is used visually to identify the size of the elevator dies
installed and; 4) the elevators were not inspected prior to deploynent in the field
nor were the elevators inspected in the field.

20. LI'ST THE ADDI Tl ONAL | NFORVATI ON
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For Public Release

21. PROPERTY DAMAGED: No property was damaged during this
i nci dent.

22. RECOMMENDATI ONS TO PREVENT RECURRANCE NARRATI VE:

The BSEE Lafayette District reconmendations to the Ofice of Incident Investigations to
issue a Safety Alert for this incident.

23. PGSSI BLE OCS VI OLATI ONS RELATED TO ACCI DENT: YES

24, SPECI FY VI OLATI ONS DI RECTLY OR | NDI RECTLY CONTRI BUTI NG NARRATI VE:

Based on the incident investigation findings, a G110 Incident of Noncomnpliance (INC is

i ssued to docunent that Fieldwod Energy LLC., (Fieldwood) failed to oversee that
operations were perfornmed in a safe and workmanl i ke manner on Fi el dwood’ s platform | ocated
at South Marsh Island Block 149D. On 17 February 2020, a Warrior Energy Services (VES)
enpl oyee sustained an injury during lifting operations when a 1.25-inch pipe slipped
through the el evators, bounced off the pipe rack and fell on the deck striking his right
foot. It was deternined that the incident occurred because the elevators had the wong
sized dies for handling the 1.25-inch pipe. The WES enpl oyee was evacuated fromthe

pl atform and was di agnosed by a physician to have sustained bruising to his right foot.

25. DATE OF ONSI TE | NVESTI GATI ON: 28. ACCI DENT CLASSI FI CATI ON

29. ACCI DENT | NVESTI GATI ON
PANEL FORMED: NO
26. | NVESTI GATI ON TEAM MEMBERS

Troy Naquin (Report Author) / OGS REPORT:
30. DI STRICT SUPERVI SOR

Robert Ranney
27. OPERATOR REPORT ON FI LE

APPROVED DATE: 08- SEP- 2020
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